While myringotomy with ventilation tube insertion is a simple procedure associated with low morbidity, mentors face limitations in teaching its subtleties to new residents. Surgical techniques, especially those that require fi ne dexterity, are best learned through reinforced repetition. However, in the operating room, residents have a limited amount of time and a limited number of attempts to insert a ventilation tube without causing local irritation, bleeding, or harm to the patient. Temporal bones have been used for training, but their availability is limited, and their cost may be prohibitive.
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We have designed a simple model made of materials readily available in the operating room to teach this surgical procedure to our residents. Th is model allows residents a limitless number of attempts in practicing myringotomy and insertion of a variety of ventilation tubes.
Materials
Th is model requires only inexpensive components, and it takes only minutes to assemble (fi gure 1, A). Th ese materials include: • a paper kidney basin;
• several blood vials or similar tubes; • clear or opaque tape (e.g., Scotch Tape); • silk tape; • several surgical towels; • a myringotomy set that includes ear speculums, a #15 myringotomy blade and handle, and alligator forceps; • various types of ventilation tubes (i.e., a grommet, a T-tube, and a straight ventilation tube); and • a microscope with a 250-mm lens.
Setup
Create a small hole at the bottom of the paper kidney basin with a pen or pencil (fi gure 1, B). Flip the basin upside down and insert an uncapped blood vial into the hole with the closed end down. Cover the opening of the vial with approximately 4 cm of clear/opaque tape (fi gure 1, C). Secure the clear/opaque tape to the vial by wrapping a strip of silk tape around the neck of the tube near the opening (fi gure 1, D). Th e clear/opaque tape is used to simulate the tympanic membrane. Assemble as many of these models as needed.
Place three or four folded surgical towels next to the paper kidney basin to serve as a reference point for the patient's head. Th e height of the stack of towels should be slightly greater than the height of the blood vial.
Th e resident can then begin to practice myringotomy and tube placement (fi gure 2). Once he or she becomes comfortable with the mechanics of tube insertion, a speculum can be placed over the tape with the free hand to mimic the anatomy of the ear canal. A narrower speculum can be used if more challenge is desired.
Discussion
During the development of this model, we used several diff erent types of material to simulate the tympanic membrane, including silk tape, OpSite, and Tegaderm. While these materials were adequate for practicing tube insertion, they were ineff ective for use in teaching myringotomy. Th e thick adhesive on silk tape makes myringotomy diffi cult to simulate because the adhesive adheres to the myringotomy blade, thereby limiting the length of the incision. OpSite dressings are inadequate because their pliability makes them diffi -cult to puncture with a myringotomy blade; more force must be applied to perforate an OpSite dressing than is required to incise a tympanic membrane. We eventually found that commercially available clear/opaque tape is the best material for this purpose. Th e layer of adhesive is thin and does not adhere to the myringotomy blade. Moreover, the overall thickness of the tape mimics that of the tympanic membrane fairly well.
We use an ear speculum to mimic the external auditory canal. Although it is not as tortuous as an actual ear canal, it does allow residents to practice in a narrow space.
With this model, we have seen residents quickly attain a good level of comfort in learning how to perform this procedure. Th e necessary materials are inexpensive and readily available, and the model takes only a few minutes to assemble. With the use of this training material and with continued practice, we have observed that residents are performing a greater number of successful myringotomies with limited or no patient injury. 
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